Preceptorship Request Form

Please complete this form, then copy and paste into the body of an email, and send to pattyo@aol.com: (do NOT send as an attachment)
Name (please include middle initial):__________________________________________________
DOB (MM/DD/YYYY – needed for some facilities): ___________________________________
Anticipated Quarter for Preceptorship (e.g. Spring 2015): ___________________________
Telephone number: _____________________________________
Cell phone (if different): __________________________________

Emergency contact name and phone: ____________________________________________________

Email address: (please print or type): _____________________________________________________
Hospital preference (put the following in order of preference):  ECH, ECHLG, GS, KP, OCH, VMC, Cedar Crest, Mission Hospice, PAMF [list your top 3- although any may be assigned]: ____________________________________________

Shift preference (put the following in order of preference): 8hdays, 8hevenings, 8hnights, 12hdays, 12hnights

Unit or specialty preference (describe): ___________________________________________

Do you (or have you recently) work at one of the facilities above? ____________

If yes, please describe your role, unit, shift, etc: ________________________________________

Other information you wish to share:

